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Abstract
Rationale, aims and objectives
In 2008 the National Patient Safety Agency (NPSA) issued a Rapid Response Report (RRR) aimed at healthcare organisations providing inpatient care for mental health and learning disability patients, requiring organisations to make proper provision for life support and resuscitation for these patients.
This paper examines whether effective implementation of the Rapid Response
Report recommendations had occurred across health providers in England. 3) Organisational compliance with the patient safety alert for all NHS Organisations in England was measured.
Results
There were five deaths post implementation of the Rapid Response
Report that were considered to have serious enough error associated with the resuscitation. This was down from 18 pre the Rapid Response Report release.
Conclusion
Although our survey responses show a contradiction between organisational implementation and clinical staff awareness, our analysis suggests a reduction in moderate and severe harm cases and of deaths. There is evidence of a reduction in the worst types of error resulting in death, albeit with small numbers.  Methods used to establish the effective use of the guidelines include feedback from clinical staff and staff responsible for the implementation of the new national standards for resuscitation. Serious incident data was also compared prior to the release of the national guidelines and after the guideline release dates. This included looking at events around choking and cardiac/respiratory arrest in inpatient areas. 6  There were five deaths post implementation of the guidelines that were considered to have serious enough error associated with the resuscitation process. This was down from 18 prior to the release of the guidelines. However our survey showed that despite organisations reporting 100% compliance with the implementation of the guidelines, around half of frontline clinical staff were not aware of them.
 Although our survey responses show a contradiction between organisational and clinical staff awareness, our analysis suggests a reduction in moderate and severe harm cases and of deaths. There is evidence of a reduction in the worst types of error resulting in death, albeit with small numbers.
Introduction -background to study and overview of harm from the literature
This study looks at evaluating national guidance developed to reduce the incidence of death and harm associated with mismanaged resuscitation in mental health settings. This harm is evidenced in the patient safety literature and in the national data sets reported as patient safety incidents and collated at a national level.
Patients in mental health and learning disabilities settings can be vulnerable to cardiac or respiratory arrest through coexisting physical illness, self-harm, and the effects of medication, including rapid tranquilisation. They are also vulnerable to choking from a variety of causes such as dysphagia associated with illnesses like dementia, behaviour such as food bolting, pica The association of higher rates of physical disease and increased rates of morbidity and mortality for people with mental health problems has been widely reported for decades. (Harris and Barraclough, 1998 To determine whether the implementation of the Rapid Response Report recommendations had occurred, an evaluation was undertaken which are described in the next section. Trusts having a number of responses. A variety of staff responded. Table 1 show that on average 50% of the respondents were not aware of the Rapid
Response Report, with community staff being the least aware with less than a quarter of community staff being aware of the Rapid Response Report (21%).
Awareness of Rapid Response Report was greatest amongst senior staff (50%), followed by front line staff (36%). However 51% of frontline staff and 50% of the total respondents had no awareness of the Rapid Response Report.
Front line staff consisted of any ward based clinical staff such as doctors, nurses and nursing assistants but not consultant grade medical staff (as will be seen later this group was included in a more senior category). Community staff included clinical nurses, community psychiatric nurses and liaison staff.
Senior/managerial staff consisted of consultant psychiatrist, modern matrons, nurse managers, risk managers and other senior managers.
Most staff had at least basic life support training or more including immediate and advanced life support. Table 2 shows that of the community staff 61% had some form of life support training. For frontline staff this figure was 82% and for senior staff and managers this figure was 83%. The figures returned in our survey suggest a low level of advanced life support training across all the three staff groups; community (2%), frontline staff (6%) and senior clinical or managerial posts (10%). Resuscitation experience (Table 3) was equivalent for community and frontline staff (26% and 27%) and higher for more experienced staff. (48%).
In terms of feedback from implementation leads, 27 organisations out of a possible 56 mental health providers reported compliance with the Rapid Response Report actions (identified earlier in the paper). These ranged from 41% for action 5, 67% for actions four and six and 78% for actions one, two and three. We also asked implementation leads whether risk assessments had been carried out on whether Automated External Defibrillators were required and 56% said they had.
Qualitative feedback from the clinicians provided by them at the time of completing the surveys.
A number of respondents took the opportunity to comment more generally when responding to the survey at the end of the survey in free text boxes provided. For example some frontline staff found the training to be interesting, but that there was not enough training given around emergency drug administration, or for skills and knowledge around working with elderly people. One community staff member commented that they had received additional advanced training for anaphalaxis since the swine flu vaccinations as well as for the administration of intra-muscular adrenaline. Another commented that whilst working in the community setting, the recent stance had been that community psychiatric nurses/social workers did not require basic life saving skills updates.
One senior manager expressed a view that there was a 'mess in 
The supporting information was considered useful
The critical incident examples provided were reported by several implementation leads to be interesting and useful; they provided helpful contextual information; gave senior clinical staff a framework for reviewing practice and support decision making. Previously the Resuscitation Council literature had been very acute care focused and therefore specific risks for mental health had not been included commented one implementation lead.
Barriers to implementation
As far as barriers to implementation were concerned 19% of organisations reported a lack of resources, time and staff, whilst 15% reported difficulties around standardisation and maintaining training programmes as specific difficulties around the implementation of the national guidelines. 
